Introduction: Acquired immunodeficiency syndrome (AIDS) linked to HIV infection is accompanied by auto-immune phenomena. Autoimmune diseases can develop in people living with HIV, most in a context of good immunological control (vasculitis, anti-phospholipid syndrome). Since the advent of antiretroviral therapy, an increasing number of autoimmune connective tissue diseases such as systemic lupus erythematosus, dermatomyositis, and syndromes of Sjögren and scleroderma have been reported. Purpose: To describe this association's not very common scleroderma and HIV infection. Observation: We report the case of a 56-year-old lady admitted into the service for functional impotence that would have been evolving for a week. Prior to her hospitalization, she presented edemas of the lower limbs associated with anesthesia of the lower limbs for 5 months. The painting is accompanied by a productive cough and an intermittent fever. At the physical examination a weight loss (BMI = 13.74 Kg/m²), fever (38.7˚C): Oral candidiasis, lower lip ulceration, perlicking, undernutrition folds, sclerodactyly and homogeneous hepatomegaly was noted. The diagnosis of immunosuppression to HIV Stage 3 with TB co-morbidity and positive hepatitis B Serology was retained while diffuse Scleroderma was selected from the ACR/EULAR criteria of 2012 with a score of 10 (sclerodactyly = 4 point; Raynaud's phenomenon = 3 point and Ac Anti Scl 70 positive = 3 point). Conclusion: These associations of chronic pathology must be described to improve the future treatment of our patients.
Introduction
The occurrence of autoimmune diseases (MAI) implies the presence in the peripheral directory of self-reactive lymphocyte clones whose activation and differentiation are induced and guided by Autoantigens. The MAI are, for the most part, multifactorial diseases. They involve genetic factors, environmental factors and stochastic factors that converge to put into action or regulate the main pathways of functioning of innate and adaptive immune systems [1] . The acquired immunodeficiency syndrome (AIDS) linked to HIV infection is also accompanied by autoimmune phenomena. Autoimmune diseases can develop in people living with HIV (PHAs), most in a context of good immunological control. Some of these may allow the diagnosis of HIV infection at a moderate stage of immune deficiency (vasculitis, anti-phospholipid syndrome) [2] . Since the advent of antiretroviral therapy (ART), an increasing number of autoimmune connective tissue diseases such as systemic lupus erythematosus (LES), Dermatomyositis, syndromes of Sjögren and scleroderma have been reported most often with an immune restoration syndrome. Scleroderma is an autoimmune disorder manifested by inflammation and fibrosis of various organs. It can predominantly affect the skin with or without participation of other organs (localized scleroderma) or may manifest itself both through cutaneous involvement and internal organs of the organism (diffuse scleroderma). Only a few cases on the spectrum of the relationship with HIV are reported in the literature [3] .
We report the case of a 56-year-old woman whose diagnoses of HIV infection and diffuse scleroderma were made concomitantly with a viral co to hepatitis B. Chest X-ray objective was a bilateral pneumonia with minimal right pleurisy.
Observation
In addition, an abdominal ultrasound noted a homogeneous hepatosplenomegaly without focal lesion; an Oeso-gastroduodenal fibroscopy showed a erythematous antrite without signs of portal hypertension. Dorso radiography found a dorsolombarthrose. The Dorso Lumbar CT has not been done or the skin biopsy. 
Discussion
The Immunosuppression association with HIV and Scleroderma is seldom re- have stimulated an immune restoration) and had a CD4 = 102-cell ratio with CD4/CD8 = 0.17 suggests several hypotheses. As proposed by Zandmann-Goddard et al. [8] , this patient is in stage III and should not have autoimmune diseases, so would the deficit in the T-cell scale be the pathophysiological mechanism of scleroderma occurrence? Unlike other studies where the diagnosis was made after a period of evolution of HIV infection and/or after art,
Could HIV be responsible for the existence of Scleroderma as assumed by Sikdar et al. [6] , which described a case of simultaneous diagnosis?
The patient also has a hepatitis B infection that is often implicated in the occurrence of autoimmune diseases. Diallo andcol [9] reported a case of scleroderma associated with secondary Sjögren's syndrome in their series. In this case, the role of HIV, hepatitis B or both antigens in the development of scleroderma remains uncertain. In spite of the poor knowledge of the pathogenesis of autoimmune diseases associated with HIV infection and viral infections in the short term, we can say that there is a link between HIV infection and the incidence of autoimmune diseases as shown by Yen et al. [5] .
Conclusion
The issues raised by this observation further underline the lack of knowledge and understanding about the HIV and Scleroderma Association and even the association of HIV and Autoimmune diseases. This could allow new therapeutic pathways.
